THE DIVISION OF HEALTH OF MISSOURI

FLED MAR 11 1949

. No.300 . 5
e s STANDARD CERTIFICATE OF DEA stete Fite Novon ILOT _
- 4574 ¥
BiRTH NO. REG. DIST. WO, 31 8 PR IMARY l(G ‘DIST. MNO. s Regittrar's No 1(’ ?4
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decsssed lived. If 1 before
253 a. COUNTY _ ». STATE b. COUNTY g
b. CITY (¢ outzide’ corporste limits, write BEURAL and eive ¢, LENGTH OF c. CITY {If ootxide corporste limits, write RURAL and give township)
townahip){ STAY (in tis place) / 7
5 St.Louis Mo. o TOWN St -ILouls Missourl e
d. FULL NAME OF (If not in bospltal or nsth Chve stiuet add looatian) d. STREET (I rucal, glve location) 7
HOSPITAL OR ADDRI
S INSTITUTION. St.Louis City Hos Pltal #1, = 38 S 13th Street o
ﬁ 3 NAME OF o. (Flrst) b."(Middie) o (Last) 4. DATE (Menth)  (Day)
DECEASED -3 7.
& (| (7vpeor Prime) EDWARD M. HOFFA DEATH Feb,28th, 1949
Z 5. SEX €. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH —| 9. AGE (In yesrs| I W0ER | TR | 7 moen a0 13,
g . d WIDOWED DI RCED usp?u,) ) last birthday) [Months| Days | Hours | Min
3 Single A 74 |
102. USUAL OCCUPATION (Giwekind of work- | 10b. KIND o:-‘ BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelen sountry) 12, CITIZEN OF WHAT
[+ done during most of working life, even If retired) DUSTRY cou i
K 1ron Worker Brazil Indisne /
< l!|3-. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
" Jacob Hoffsa . 1 __Sara Ann Tate :
bz || I5. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yus, no. orunknown) | (Lf yes, ive war or dates of service) NO.
~ James M HoFfa 1838 S 13%h Stre
J’ 18. CAUSE OF DEATH . IS ) OR CONDITION MEDICAL CERTIFICATION Ig@hm
. Enter cnl . DISEASE . - P ;
Z. [ time o oy, (. an () | PIRECTLY LEADING TO DEATH oy (2 7 72 3 r- & 1% o Toa’ ,W:diw%
hg *T2is does not mean | ANTECEDENT CAUSES ﬁ ’ﬁ N(
the tnode of dying, such | Morbid conditions, if any, gising DUE TO (b) L :
. 3 as heart failure, asihenia, rise to the above couse (o) tating & .
B | e 1t means ea aip. | e underlying couse lasi. - e
_ case, injurs, or compili DUE TO (c} &
g tion whleh coured death, | 1. OTHER SIGNIFICANT CONDITIONS é/
. Conditions contributing to the death bt not ? .
= related to (Ae dizeasze or condition cousing death, .
fa i 19a. DATE OF o% 15, MAJOR FINDINGS OF OPERATION I . .| 20. AUTOPSY?
& _ o 0 w0
o [/ 21a AccipEnT (Bpecify) 21b. PLACEOF INJURY te.e.. inorabous | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, art, Iagtory . strest. 6ffies bldg., e3a)
Z HOMICIDE
g 21d. TIME (Month) (Day) (Yeas) (Houw | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT MOT WHILE
i INJURY = | work AT WORK
E 2 T hereby oerlr,j’yt ed the deceased from MI to__ 22849 15 ihat I last soio the deceased
alive on 2/2 491 , and that death occurred at 10325 _m Jfrom the couses and on the date stated above.
5 Ta. SIGNATURE (Degros or title}, | Z3b. ADDRESS 23c. DATE SIGNED
59 «2f) 1515 Lafayette Ave. 3/1/49
E %1"0@4 g&j &ALCREMA- 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town. r county) (Gtate)
g Buria 3/3/49 Lakewood Park Cem | 3t Iouls Count
DATE REC'D BY LOCAL | REGISFRAR’S 5IG :mu. mn:c'ron $ SIGNATURE Annn:ss
HAR 1 /jEL—.Q_ %g@ ;g_a_g Allen Av




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by_..._,}fheL‘_._

...... R Student Embalmer No.

working urnder my personal supervision.
Signed... ﬁfz}d/l (7 sz“—-

Signed......... St;:dar;-t“E.r;B.al-mr ............. ’ ) - sed Embalmer No 2—%7 L _,.:C
P. O Address_/f }.Tg._

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITmG (leure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalimied, fact should be so stated above.




